Background: Cross-jurisdictional sharing is a resource management strategy increasingly being used by local health departments to provide essential and mandated public health services. Cross-jurisdictional shared service agreements (CJSSAs) are the legal documents that govern cross-jurisdictional sharing arrangements. Information on the financial and legal characteristics of CJSSAs is limited. Objective: This study described the financial and legal elements of a set of formal, written CJSSAs in one state to offer guidance to practitioners on how to structure the financial and legal elements in CJSSAs. Design: CJSSAs, which included a written statement about the financial commitment governed by the agreement (n = 63), were analyzed. Data collection occurred through 2 structured data extraction tools and structured telephone interviews conducted with local and tribal health department directors. Descriptive statistics of all variables and a single predictor linear regression were performed. Results: The higher population partner to the CJSSA more often provided the public health service and received payment (n = 41; 65%). Financial statements were found to vary by CJSSA characteristic. CJSSAs were more likely to be legally complete when a legal counsel was involved in creating them (odds ratio = 2.74; 95% confidence interval, 2.19-3.29; P ≤ .001). Yet, only 2 (3%) of the CJSSAs described all the legal elements and were considered legally complete. Conclusion: Clearly identifying and including necessary fiscal and legal elements when creating and managing CJSSAs may strengthen agreements and reduce local health department legal and fiscal vulnerabilities. Local health department capacity for planning, coordination, budgeting, management, and evaluation is essential when creating CJSSA. Careful consideration of cost-sharing and consulting with legal counsel could strengthen the CJSSA.
D
espite declining resources, it is expected that local public health departments (LHDs) continue to provide services that protect and improve the health of the public.
1,2 Local governmental collaboration through cross-jurisdictional sharing (CJS) is a resource management strategy increasingly being used to provide foundational public health services.
3-6 CJS is the transfer or shared division of services from one LHD to another for a fixed or permanent period of time.
3 It exists across all public health program areas, service sharing, and governance structures. 7, 8 In a climate of insufficient resources, LHDs are implementing alternative strategies to providing services represented by an overall national increase in CJS.
Budget restraints and financial stressors are incentives for entering a CJS agreement. The allocation of funding toward specific program areas has led to budget silos where funds cannot be appropriated to other program areas; this limits use of funding within an LHD but creates opportunities to share services with other LHDs. 1, 2 In a survey of Wisconsin local and tribal health department directors, 65% reported improving fiscal savings or generating revenue as a motivation for entering CJS agreements. 7 Furthermore, in this same survey, researchers assessed to what extent CJS agreements are meeting expected outcomes. 7 If a financial statement was described in the CJS agreement, there was a higher likelihood of the agreement meeting expected outcomes (odds ratio [OR] = 2.52; 95% confidence interval [CI], 1.25-5.06). 7 There are several ways to manage and govern CJS, ranging from an informal agreement (ie, "handshake") to a formal creation of a new governmental entity (ie, regionalization).
3 Cross-jurisdictional shared service agreements (CJSSAs) are the legal documents that govern service-related arrangements.
3, 9 It is not well known how CJSSAs describe the shared governance or accountability of sharing public health services across jurisdictions.
3,10

Purpose
This study was conducted to describe financial and legal characteristics of formal, written CJSSAs between local and tribal public health departments (from this point forward, the acronym LHD reflects local and tribal public health departments) within one state (Wisconsin) with the goal of offering guidance to practitioners on how to structure agreements to be effective in achieving their goals. Research questions were as follows: "How are financial commitments described in CJSSAs?"; "How do the financial commitments vary across CJSSA characteristics?"; "How legally complete are the CJSSAs?"; and "Does involving a legal counsel in the creation of the CJSSAs improve legal completeness?" This data analysis was motivated by the increase of CJS in public health and was designed to inform public administrators, practitioners, and policy makers about the role, characteristics, and delivery of the financial and legal elements described in local public health CJSSAs to improve future service-sharing arrangements. 
Methods
The study was approved by the University of Wisconsin-Madison Social and Behavioral Science institution review board. A study advisory team composed of 7 individuals representing public health practitioners and subject matter experts provided guidance throughout the study.
All Wisconsin LHDs (n = 88) and 3 tribal health departments were invited to participate in the study. LHDs were eligible to participate if they reported having a written CJSSA with at least one other health department that was in place on or after January 1, 2011, and that met the following definition: a written document that describes, defines, or governs sharing of resources across jurisdictions on an ongoing or asneeded basis. Three LHDs declined to participate, 13 were not eligible because they did not have a written CJSSA, and 12 did not respond to the study invitation. A total of 81 CJSSAs were collected that met study criteria. For this analysis, CJSSAs were included in the sample if they included a written statement about the financial commitment governed by the agreement. A financial commitment was defined as a statement that specifies an intended payment for the activities defined by the CJSSA. A total of 63 CJSSAs (77.8% of the 81 agreements collected) met this study's inclusion criteria.
Data collection
Two structured data extraction tools were created to extract relevant information from the CJSSA. The first tool was applied to all 81 CJSSAs and retrieved information relevant to the general organization and structure of the agreements. Sources used to identify relevant features included prior research on CJSSAs, factors associated with successful collaboration identified through the Center for Sharing Public Health Services, 3 and through consultation with a legal expert. 10 The tool was reviewed by the study advisory team, piloted, and revised to achieve its final form. Two researchers independently extracted data from each CJSSA and then reviewed and resolved discrepancies by discussion. Variables from this extraction included in this analysis were whether a financial commitment existed in the agreement, the primary nature of sharing, the program area, and the extent of legal completeness of the agreement. Legal completeness included documentation of the presence (or absence) of 6 features: decision-making process is clear, all parties involved in decision making, dispute resolution process is identified, renewal process is identified, communication processes are clear, and expected outcomes are clear. 10 The legal completeness measure was then summed with equal weighting of each of the 6 items.
The second structured extraction tool was developed by the research team to retrieve more specific data about the financial variables that are important for practitioners to consider when creating CJSSAs.
The final form of the financial data extraction tool was achieved after it was piloted, revised, and reviewed by the study advisory team. Two researchers independently extracted data for each CJSSA and then reviewed and resolved discrepancies by discussion. Variables on the financial extraction tool included direction of payment, financial payment, process of the financial exchange, funding source, cost apportionment strategy, 9 consequence for nonpayment, financial commitment upon termination or withdrawal, and provision to increase or change fees.
Data were also collected through structured telephone interviews conducted with LHD directors. All participating directors and directors' partners listed on the CJSSA represented in the full study were invited to participate in the interview (n = 77). They were recruited through personalized mailed recruitment letters and follow-up telephone calls. A total of 43 participated in interviews; 34 did not respond to the invitation. The interview guide was designed by the research team to verify data extracted from the documents and to explore motivations and perceptions related to the collaboration. Two researchers administered the structured interview, with one taking notes while the other conducted the interview. The interviews were not audio recorded. After the interview, the 2 researchers reviewed notes and resolved discrepancies by discussion. Variables included in this analysis drawn from the structured telephone interviews were whether a template and a legal counsel were used in creating the CJSSA.
County population size and LHD structure were drawn from the 2013 Wisconsin Local Health Department Survey. 11 See Table 1 for a list of variables used in this analysis.
Data analysis
Data analysis was completed using Stata v. 14.
12 Descriptive statistics were generated for all variables. A single predictor linear regression analysis with legal completeness as the dependent variable was run to determine whether having a legal counsel involved in the creation of the CJSSA increased legal completeness. Table 2 displays CJSSA characteristics by program area addressed, primary nature of the sharing, population size served by all CJSSA LHD partners, the LHD region, and whether the CJSSA came from a template. The highest proportion of the CJSSA primary program area was environmental health (n = 24; 38%), primary nature of sharing was for service provision (n = 44; 70%), and CJSSAs occurred most frequently in LHDs serving populations of 100 000 to 249 999 (n = 25; 40%). Templates were used to create 40 (63%) agreements. The CJSSAs were received from LHDs in all regions across the state. Of the LHDs represented in this CJSSA sample (n = 70), most were categorized as a county health department (n = 51; 73%) and the LHD population was 50 000 or fewer (n = 48; 69%). Table 3 displays the characteristics of the financial commitments. Direction of payment went from a lower population county to a higher population county in 42 (67%) of the CJSSAs. In 5 (8%), the direction of payment was multilateral. Four of these agreements were related to the program area of public health emergency preparedness, and the fifth was an environmental health agreement. Geographical clustering among similar types of CJSSAs was noted. For example, the direction of payment in 32 (51%) of the CJSSAs was toward just 7 different LHDs, which in most cases was the higher population county (n = 26; 81%).
Results
CJSSA characteristics
CJSSA financial characteristics
The financial payment measure was described in 60 (95%) of the CJSSAs. Financial payments varied across all CJSSAs but were most often made to compensate staff providing the services. The majority of the CJSSAs specified an actual dollar amount (n = 45; 75%) to be paid under the agreement. For example, "[LHD-Receiver] shall pay $200.00 per day to [LHDProvider] to cover expenses incurred by the [WIC] Registered Dietician … program meets on [specified days]," where LHD-Receiver represents the jurisdiction receiving the services and LHD-Provider represents the jurisdiction providing the services. Of the CJSSAs that specified an actual dollar amount, the amount varied by rate and agreement period. Thirteen agreements specified an hourly rate ranging from $35 to $100, 5 specified a day rate ranging from $200 to $440, 2 specified a monthly rate ranging from $600 to $800, 3 specified a 6-month rate ranging from $517 to $1000, 4 specified an 8-month rate ranging from $1800 to $2264, 16 specified a yearly rate ranging from $500 to $40 000, and 2 agreements had other specific payment and agreement period rates. All (100%) of the maternal and child health, communicable disease, and chronic disease prevention program area types specified a payment dollar amount to be paid compared with 50% (n = 6) of the public health emergency preparedness, 67% (n = 16) of the environmental health, and none (0%) of administration program areas. Specific dollar amounts were identified in 88% (n = 38) of the CJSSAs designed to manage the sharing of services, followed by shared staffing (n = 4; 67%), shared administration (n = 2; 22%), and shared technical assistance (n = 1; 50%). In 8 (13%) of the CJSSAs, financial payment was specified as a percentage. An example of payment specified as a percentage is "Member agencies agree to contribute 25 percent of their local public health agency allocation for [program area] for the budget period." Financial payment as a percentage was noted in CJSSAs with a focus on public health emergency preparedness (n = 5; 42%), environmental health (n = 2; 8%), and administration (n = 1; 100%). The nature of sharing described in agreements with percentage payments included administration services (n = 4; 44%), service provision sharing (n = 2; 5%), sharing staffing (n = 1; 17%), and sharing technical assistance (n = 1; 50%).
Other types of payments were specified in 29 (48%) of the CJSSAs and include mileage (n = 17; 59%), administration or legal fees (n = 9; 31%), cost of materials or supplies (n = 8; 28%), extra service fees (n = 8; 28%), and workers' compensation (n = 4; 14%).
Payment was dependent on whether the CJSSA was activated and costs accrued in the 3 agreements that did not specify a method of payment. These agreements were all in the public health emergency preparedness program area, and the primary nature of sharing was staffing in 2 of the agreements and service in the other.
The process for the financial exchange measure was described in 53 (84%) of the CJSSAs. The process for the financial exchange varied across all program areas and nature of sharing. Of the CJSSAs that specified a dollar amount, 38 (84%) described a process for the financial exchange and all (n = 8) of the CJSSAs that specified a percentage described a process for the financial exchange. Of the CJSSAs that specified a dollar amount, the most frequent processes for the financial exchange were described as billed or invoiced (n = 16; 42%), a payment that went directly from the funding source to the LHD that was providing the service (n = 11; 29%), and initial payment upon activation of the CJSSA with multiple recurring payments (n = 7; 18%). Of the CJSSAs that specified a percentage, the process for the financial exchange was described as reimbursement as billed/invoiced and payment mechanism through public health emergency preparedness funds (n = 4; 50%). The source of funding for the payments was mentioned in 36 (57%) of the CJSSAs. The funding sources most frequently mentioned were state or federal grants (n = 32; 89%). All (100%) CJSSAs of the chronic disease prevention and communicable disease program types specified a funding source compared with 66% (n = 10) of public health emergency preparedness, 42% (n = 10) of environmental health, and 36% (n = 4) of maternal and child health. None of the CJSSAs with administration as the program area specified a funding source. A large proportion of the CJSSAs in the environmental health program area (n = 40; 80%) specified user fees. Examples of user fees detailed included food license, inspection fees, and temporary event fees. Using the Center for Sharing Public Health Services cost apportion strategy, 9 most of the CJSSAs were classified as fee-for-service arrangements (n = 57; 90%) and weighted formula (n = 10; 16%). Five (8%) included aspects that were classified as both fee for service and weighted formula. One agreement was classified as equal share and 1 as proportional share. None of the CJSSAs were classified as per capita sharing, cost plus fixed fee, ability to pay, ability to generate revenue, or prevalence. Legal completeness scores ranged from 1 to 6, with a mean of 3.57 (SD = 1.44). Only 2 (3%) CJSSAs were considered legally complete, with all 6 items included. A legal counsel assisted in the creation of 35 (56%) of the CJSSAs. However, for 13 (21%), it was unknown whether a legal counsel assisted in the creation of the CJSSAs. The odds of CJSSAs being more legally complete were higher when a legal counsel was reported to have been involved in their creation (OR = 2.74; 95% CI, 2.19-3.29; P ≤ 0.001).
Consequences of nonpayment were described in 6 (10%) of the CJSSAs. An example of such a clause describing a consequence for nonpayment is "If [LHD-Receiver] fails to make payment when due and such failure continues for thirty days after written notice, [LHD-Provider] may terminate this Agreement.
[LHD-Provider] also may pursue any other remedies available to it resulting from such failure by [LHDReceiver] ." A slightly higher number of agreements (n = 11; 17%) specified a financial commitment upon termination. An example of such a financial termination clause is "If either party finds it necessary to revise or terminate the contract prior to the expiration date for reasons other than nonperformance, actual cost incurred by [LHD] may be reimbursed for an amount determined by mutual agreement of both parties." A small proportion of the agreements (n = 14; 22%) included a provision for changing payments. An example of a provision to increase fees is "[LHDReceiver] can conduct an annual review of program expenses and, if necessary, increase the annual and per diem fees charged to [LHD-Provider] to cover its program expenses. If a fee increase is deemed necessary, [LHD-Receiver] shall provide [LHD-Provider] with written notice of the fee increase at least sixty days prior to any increase being implemented." Provisions for financial audits were included in a small minority of agreements (n = 5; 8%). An example of a provision for a financial audit statement is "The books, records, documents and accounting procedures and practices of the [LHD-Provider] and its employees, agents, or subcontractors relevant to this contract shall be made available and subject to examination by the [LHDReceiver], including the contracting Agency/Division, legislative auditor, and State Auditor for a minimum period of seven years from the end of this contract."
Discussion
Results show that the CJSSAs examined in this study were generally incomplete from a legal perspective. Only 2 CJSSAs had all the legal elements recommended by a legal consultant to the project. 10 Furthermore, a small proportion of the sample identified the consequences of nonpayment, the financial commitment upon termination, provisions for changing payments, or provisions for financial audits. These gaps raise questions of legal and fiscal vulnerabilities for LHDs. Having a legal counsel assist with the creation of the CJSSA was associated with higher legal completeness of the document. The results demonstrate needs for improved availability of a legal counsel when creating the CJSSA and increased professional development for managers regarding contracts including the CJSSA. 10 Results revealed considerable variation in style and content of the CJSSA financial elements based on the program area and nature of sharing. It is possible that the type of program or nature of sharing influences what financial elements should be included in a CJSSA. Previous research describes some program areas may be well suited for CJS due to the easy feefor-service to cost-sharing calculation. 13 Practitioners should assess what financial description best supports the quality and efficiency of that work.
Consistent with national studies, this study found a larger population of LHDs supporting the services of a smaller population of LHDs. 6 Furthermore, the finding of geographical CJSSA clusters suggests that some counties are perhaps serving as regional hubs for the provision of several services. For example, one LHD was the fiscal agent and provided a service through 9 different CJSSAs. This regional approach could increase trust between LHDs that may extend into services beyond the terms in the CJSSA. Previous studies show that prior and more collaborative partnerships increase implementation and performance of CJSSAs and may be essential for preparing for, responding to, and recovering from public health disasters.
5,7
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Another important finding from this study was that most of the CJSSAs were categorized as a fee-forservice arrangement. This runs counter to trends in health care delivery services that have moved from a fee-for-service model to a pay-for-performance model following the passage of the Affordable Care Act. 14 This finding implies that for public health to be consistent with other health services, the payment model may need to assess outcome or quality measures linked with CJS. Also, administrators may want to consider how to assess quality as they create CJSSAs because to achieve national accreditation, a health department must demonstrate quality improvement efforts.
15
Limitations
There are several limitations to this study. The recruitment method potentially introduced bias as those LHD directors who were interested in the topic may have been more likely to submit CJSSAs and participate in the interview portion of the study. In addition to nonparticipation, there were incomplete interview data due to LHD staff turnover, as new staff did not always know the background of the CJSSA. This particularly affected the legal counsel measure, as many LHD directors were unsure of the CJSSA creation process. Finally, cross-sectional design of 1 state and 1 type of agency (public health) limits the ability to generalize in other states or to other interagency agreements.
Implications for researchers
While the body of evidence about CJS is growing, many questions remain unanswered. More understanding of how partners find each other and the factors that drive their decisions to partner might help LHDs choose their partners for success. Future researchers could explore whether CJS is balancing effectiveness, efficiency, and meeting public health outcomes and community needs. Such research could focus on the perspectives of the myriad of stakeholders on the CJSSA including programmatic staff, LHD directors, policy makers, and the public affected by the CJS and include a longitudinal study to assess public health impact and benefits and consequence of CJS. Research should also assess whether CJS in one program area is affecting other program areas, whether smaller LHDs are trying to improve services available to their communities through CJS or whether they are using CJS to provide their essential or mandated public health services, 4 and whether LHDs that provide services for multiple counties through multiple
Implications for Policy & Practice
■ CJS is accomplished only when the capacity for planning, coordination, budgeting, management, and evaluation exists.
■ LHDs should consult with a legal counsel when creating a CJSSA.
■ LHDs should carefully consider cost sharing and incorporate expected direct and indirect costs.
9
■ A checklist of key considerations that include legal and fiscal elements to incorporate or consider should be used when developing a CJSSA.
16
■ LHDs that have experience with CJS could share resources or best practices through a sustained community of practice.
3 agreements are maintaining the capacity to provide services for their own county. For example, is CJS of sexually transmitted disease services affecting the resources available for other communicable disease services? Finally, future research should explore the implications of the legal gaps of CJSSAs.
Conclusion
CJS is a resource-sharing strategy that is increasingly being used to provide local public health services. 4 Understanding and strengthening the financial and legal elements of CJSSAs must be a priority for all stakeholders involved in the creation and management of these documents. The findings from this study demonstrate that the financial and legal characteristics of CJSSAs vary considerably. Engaging key stakeholders and carefully considering the planning, management, and cost sharing when creating written agreements could improve the success, quality, and efficiency of CJS in local public health.
